Person-centred care is championed throughout healthcare and emphasised in the management of persistent pain. Research reports that physiotherapists and physiotherapy students have struggled to integrate person-centred care into their practice and clinical work with people experiencing persistent pain. The aim of the study was to explore physiotherapy students' experiences of person-centred care with people with persistent pain in a musculoskeletal outpatients' placement setting, and to understand what affects physiotherapy students' ability to implement person-centred practice. An interpretive qualitative method was used with data being collected by semi-structured focus groups of a purposive sample of undergraduate final-year physiotherapy students. A thematic approach to data analysis was completed using a cyclical immersive process. Three themes emerged: understanding of person-centred care, learning, and influences on clinical practice. The students showed an understanding of person-centred care in line with current literature. Person-centred care was generally deemed 'well taught' at university however this did not translate into their practice in a placement setting. Several factors influenced their ability to implement person-centred care, and this impacted upon their learning and their management of people presenting with persistent pain. In conclusion, physiotherapy students struggled to integrate learning of person-centred care from university into their practice on a musculoskeletal outpatient's placement. It is recommended that physiotherapy course teams consider their curricula so that university and placement teaching facilitate person-centred learning and improve the management of persistent pain.
Introduction
A person-centred health service has been a long-term goal for the National Health Service (NHS) in the United Kingdom (UK). Since 2000, an NHS that is centred on patients has been championed as part of healthcare reforms (Department of Health 2000) , and in recent years the concept of person-centred care has surged in prominence, especially in the wake of the Mid Staffordshire report (Francis 2013) A person-centred approach has been found to be particularly beneficial in the management of long-term conditions; it can play a significant role in improving symptoms, attitudes and behaviours, and quality of life (de Silva 2011) . This study focused on persistent pain, where a person-centred approach to management has been championed by the Physiotherapy Pain Association (2014). It is a condition commonly seen by physiotherapists, especially in musculoskeletal (MSK) outpatient departments (OPD).
The Chief Medical Officer's report of 2008 stated that persistent pain affected around 7.8 million people in the UK (Donaldson 2009 ). Persistent pain is a unique and individual experience that can comprise of complex psychosocial factors which include the influence of beliefs and behaviours that can affect the person's experience of pain (Melzack 1999 , Moseley 2003 . It is known to have a profound impact on an individual's quality of life (Donaldson 2009 ). Approximately fifty per cent of individuals experiencing persistent pain report limitations undertaking social activities whilst twenty-five per cent become unemployed, and forty-nine per cent report experiences of depression (Donaldson 2009 ).
Studies have found that physiotherapists and physiotherapy students are aware of the importance of person-centred care and believe it to be beneficial (Mudge, Stretton, and Kayes 2014, Schmitt, Akroyd, and Akroyd 2012) . However, it has been found that they have struggled to integrate a person-centred approach (Mudge, Stretton, and Kayes 2014) , especially in the management of persistent pain (Sanders et al. 2013) . Therefore, individuals with persistent pain may not be benefiting from best practice or achieving the outcomes that they could be. Concerns have been raised regarding the effectiveness of physiotherapists working with individuals with pain (Jones 2009 ). Furthermore, the potential struggle to maintain a personcentred approach as a practising physiotherapist may reflect the opportunities to develop these skills as a pre-registration student. The aim of this study was to explore the experiences of physiotherapy students being person-centred with people experiencing persistent pain in an MSK OPD placement setting, and expose the factors that may affect a student's ability to be person-centred.
Methodology
An interpretivist qualitative methodology was used to explore and uncover the experiences physiotherapy students had when on an MSK OPD placement (Neuman 2011) . A purposive sample of final year physiotherapy students from a Higher Education Institution in the UK, with experience of managing persistent pain during one or more MSK outpatient department placements, was collected. An email invitation was sent to all final year students at the selected Institution via secure university email addresses. Nine students responded and were then emailed an information sheet, and were asked to confirm that they had the necessary experience required for the study. It was decided not to continue sampling to data saturation as it would be inappropriate to the study, as the aim was to uncover and understand the experiences of individual students.
A focus group, rather than interviews, was chosen for data collection as the group interaction can reveal attitudes and experiences from participants that would not be gained through other methods (Litosseliti 2003) . Focus groups may better allow investigation into the meanings and interpretations of those participating and their decision-making processes (Barbour 2014) . This is facilitated by the group interaction as a variety of perspectives can be gained and it allows a participant to review their own interpretations when faced with those of others, displaying how interpretations may be created or modified (Barbour 2007) . A shared meaning can be developed by individual interpretations and identities drawing on a shared reality of being a physiotherapy student on an MSK OPD placement.
A semi-structured focus group was conducted in a quiet university room. Barbour (2007) states that three to eight participants in a focus group is sufficient as the more participants present, the more challenging moderation and analysis will be. Therefore, three of the nine students made up a pilot study and the other six composed another group (see Table 1 ). A topic guide was developed by the lead researcher, which was grounded on an extensive literature review and piloted. The topic guide consisted of four core questions with each question having several preprepared prompts to help aid discussion if necessary (see Table 2 ). Warm-up material was provided, which gave a definition and a background on persistent pain. The aim of this was to provide a shared definition of persistent pain and to give the participants an opportunity to reflect on their own experiences of persistent pain to facilitate the later discussion. Moderation of the discussion was completed by the lead researcher whilst an assistant moderator was present to attempt to recognise the influence the lead researcher may have on data collection and interpretation to aid credibility. The assistant moderator made notes about the discussion and any points about the group dynamic or environment that were thought pertinent (Barbour 2007) . The discussion was audio-recorded using a digital dictation device and hand-written field notes were completed by both the lead researcher and assistant moderator.
The data were transcribed using Express Scribe transcription software by the lead researcher who reviewed the audio files and transcripts. Data were used from the pilot study as it was thought to be transferable to the data gained from the main study, and there were only minimal modifications made to the topic guide between the two discussions. The lead researcher developed the themes with assistance from the assistant moderator and review by the research supervisor. The themes were derived from the data using Braun and Clarke's (2006) process of thematic analysis (see Table 3 ). This involved an iterative process of familiarisation with the data through immersing oneself in the data by multiple re-reading of the transcripts and relistening to the audio-files. Initial codes were then generated, where points of interest were taken from the text. This started the process of organising data in a meaningful way. Coding was completed manually by highlighting and noting parts of the text thought interesting, and matching recurring points. Themes were developed firstly by organising the codes into potential themes and sub-themes which were then reviewed leading to the naming of the final themes and sub-themes. Whilst the final definition of themes and sub-themes was completed by the lead researcher, triangulation was provided by the assistant moderator and review by the research supervisor. The participants were also offered the opportunity to review the transcripts and findings (although none of the participants responded). A reflexive diary was kept throughout the study process by the lead researcher to identify bias and to aim for transparency.
Table 3: Example of theme development
Ethical approval was granted by the Cardiff University School of Healthcare Sciences Research Ethics Committee. Informed consent was gained prior to data collection, and a risk assessment completed. The participants created their own pseudonyms to use during the discussion. Although the emergence of any sensitive issues was thought unlikely in the risk assessment, an assistant moderator was available to help if any situation became difficult (Barbour 2007) . The contact details of the researcher and the research supervisor were provided in case any of the participants wished to discuss anything that occurred during the focus group or were upset with anything that had happened. Any raw data were saved onto a disc and submitted to the Higher Education Institution studied to be destroyed in accordance with their policy.
Codes

Sub-theme Theme Evidence
We; working together; shared decision-making; goal-setting; onus on them; relationship; rapport; communication; encouragement; talking; respect; patient-comfort Four concepts of person-centred care arose from the discussion and were thought to be particularly relevant in the management of persistent pain. Developing a collaborative relationship was thought important as it encouraged the service-user to play a more active role.
My aim would be to have them as the most important person in the treatment room (Emily).
Being holistic was thought to be particularly pertinent, especially with the consideration of cognitive and psychosocial factors.
I think you got to take the whole picture like think holistically about it because you're not going to get to the bottom of it unless you treat that first (Jess).
Care also needed to be about 'tailoring your management to that patient' (Emily). Whilst a common idea was that 'you need to treat the person in front of you' (Emily). Tailoring seems to build on taking a holistic approach.
… understanding of the patient in terms of their working environment, their timetable … and try to adapt the treatment and things like that (Ken).
By gaining a holistic understanding, it better allowed the students to tailor management (for example, around: age, lifestyle, and occupation) and that this should be a collaborative process.
… Using the SMART [specific, measureable, agreed upon, realistic, time-based] goal principles to set out what he wanted to do and we worked through those (Tyrone).
Thus, these three components can help to develop an individual's self-management of their condition.
… Showing them and empowering them to be able to sort of manage their own symptoms because it's not always going to be a fix (Emily).
The end-goal of therapy was to move away from trying to cure an individual's persistent pain, and instead the emphasis centred on finding the best way to help the person manage their symptoms by themselves.
Theme 2: Learning
Figure 3 Subthemes of theme 'learning'
Overarching within this theme is a tension between the teaching experienced in the university and what is encountered when entering a clinical setting. At times, what was taught at university was at odds to what was learnt when on an MSK OPD placement.
It is drilled into us at university that it's really important to be patient-centred in our approach (Emily).
However, 'it's hard to apply it sometimes' (Geoff). Whilst being aware of the importance of taking a holistic and biopsychosocial approach from university, there seemed to be a gap in the students' skills to implement it. Especially, with people experiencing persistent pain 'it was too much of a minefield' (Lois), so they were encouraged to revert to a biomedical approach and thus some learnt to 'treat the problem rather than the patient' (Max).
The students highlighted gaps in their pain education; this included aspects of management such as medication and referral options whilst some believed that it was too theory-based and that they did not feel ready to manage the complexities of persistent pain.
It's all very well learning the theory behind all these sort of things, great, but when you actually see someone with it, it changes everything a little bit I feel (Tyrone).
Whereas students perceived that person-centred care in general was 'drilled into us' (Emily), they did not believe it was as comprehensively covered in the context of persistent pain.
We are definitely aware of person-centred care but I wouldn't say necessarily in the context of pain management (Max).
Gaps in the students' knowledge of persistent pain were identified upon entering clinical realities and some students reported feeling that they lacked the skills to manage the complexities of persistent pain.
Theme 3: Influences on clinical practice
Figure 4 Subthemes of theme 'influences on clinical practice'
Several factors influenced the students' practice in managing persistent pain in an MSK OPD. Paramount were the pressure of being assessed and the influence of the clinical educator.
Yeah we're thinking about being patient-centred… but in the back of our heads we've all got that I kind of want to get seventy per cent mentality (Megan).
The students believed they needed to impress their clinical educator and adjust their practice to what they thought their clinical educator wanted as this might benefit their grade. This had a significant impact when dealing with persistent pain.
With chronic pain my clin ed's always been a bit like give them a few exercises there's nothing you can do for their chronic pain and tell them to go back to their GP (Max).
Time appeared to have an important aspect in the students' perceptions of what influenced their person-centred practice. Two main elements of time were mentioned: length of appointment and length of clinical placement.
You don't really have time to do anything but assess the pathology (Max).
I think four weeks for us as a student is a bit short (Geoff).
One more influence to be discussed is the 'patient'. This was related to the idea of people taking on 'patient roles' and not engaging with the physiotherapist. Some people will come in then "right I've come and they're going to sort it out for me, they're going to get me moving, they're going to get me pain-free" (Geoff).
I think it depends on what kind of patient you have as well what their mentality was. I had a couple of blokes who definitely didn't want a student giving them advice on how to run their lives (Geoff).
Some participants also felt that guidelines and protocol affected their practice, as they felt it led them to treat the problem rather than the individual.
Yeah and I think a lot of what limits person-centred care is protocol … for some things you have to follow a protocol ...
[it] limits person-centred care (Megan).
On a clinical placement, the students were more concerned with developing their clinical skills and becoming competent therapists rather than their ability to deliver a person-centred approach.
I think the more experience you have, as well, because when you're first on outpatients you're just so scared about ticking all the boxes (Jess).
However, they were optimistic that with greater experience, once their core skills have improved and they have become more efficient, there would be more opportunity to develop their personcentred practice.
Discussion
The physiotherapy students thought person-centred care was important and beneficial to their practice, as was also found by Schmitt, Akroyd and Akoyd (2012). Self-management was believed to be the goal of person-centred persistent pain management, and being holistic, collaborative and tailoring management appeared to be vital in developing this. The ideas of person-centred care described by the participants were in line with current literature (Collins 2014, Mead and Bower 2000, amongst others) . Current research in pain shows that psychosocial factors can affect persistent pain and disability (Moseley 2007 , O'Sullivan 2012) so a holistic approach is a necessity in its management (Hunter and Simmonds 2010) . Tailoring care was also a collaborative process, and the students would attempt to find out what was important to the person and what they wanted to achieve. They would then work collaboratively to achieve the person's tailored goals. A mutually-beneficial relationship has been found to be a significant aspect of person-centred care (Mead and Bower 2000) . Facilitating self-management was thought to be particularly relevant in persistent pain; rather than aiming to cure the pain, the students would aim to develop management of pain and enable the individual to carry on with their life.
Throughout the discussion there was an apparent dichotomy between what was learnt in university and what was learnt in practice, demonstrating a theory-practice gap. Despite finding a good understanding of person-centred care ('drilled into us' [Emily]), students struggled to implement it ('it's hard to apply it' [Geoff] ). Due to the realities of being in an outpatients' department, and the complexities of managing persistent pain, they found translating their knowledge into practice a challenge. It is important for students to be able to develop generic and core skills, but they also need to be prepared to survive working in a real clinical setting . Since the teaching of physiotherapy shifted to a more academic route into higher education and university, concerns have been raised regarding a deepening theorypractice gap (Roskell, Hewison, and Wildman 1998) . Hunt, Adamson, and Harris (1998) found physiotherapy students believed there was a fundamental gap between the knowledge and skills taught at university and those needed in the clinical setting. Studies have shown that physiotherapists have struggled to incorporate person-centred care into practice (Cooper, Smith, and Hancock 2009, Mudge, Stretton, and Kayes 2014) .
The main aspect that the physiotherapists and physiotherapy students have found difficult is being biopsychosocial and holistic, feeling that they lack the skills to manage cognitive and psychosocial complexities and so revert to a biomedical paradigm (Etherton and Waterfield 2015, Sanders et al. 2013 ). Whilst Synnott et al. (2015) found that physiotherapists could identify cognitive and psychosocial issues in people with chronic low back pain, they also found that physiotherapists not only struggled to address these issues but stigmatised them. For conditions such as persistent pain -whereby cognitive and psychosocial components are commonly implicated -to be better managed, more must be done to develop the necessary skills in therapists to manage these issues. Studies have found changes to curriculum, including the introduction of narrative reasoning and psychosocial courses, improved person-centred and biopsychosocial attitudes and beliefs in physiotherapy students (Cruz, Caeiro, and Pereira 2014 , Ross and Haidet 2011 ). Roskell, White, and Bonner (2013 found that a volunteered experiential placement helped to encouraged holistic, person-centred values in some physiotherapy students. However, this was not found in all students and did not have any longterm follow-up to see if these attitudes and values were maintained but shows potential for how changes in teaching could foster person-centeredness. highlighted the importance of educational review and how students are prepared for the workplace.
It has been found that, on average, physiotherapy students have a greater amount of pain education compared to other health disciplines (Briggs, Carrl, and Whittakerl 2011, WattWatson et al. 2009 ). These studies have not considered the quality of teaching though, with Etherton and Waterfield (2015) finding that physiotherapy students have felt unprepared to manage pain. Synnott et al. (2015) found physiotherapists believed that neither their undergraduate training nor professional development provided them with the competence to address the cognitive and psychosocial complexities in chronic low back pain. A change in physiotherapy curricula covering pain education has been recommended, using a collaborative, biopsychosocial and person-centred approach (International Association for the Study of Pain 2017, Jones and Hush 2011). It has also been found that pain neurophysiology education can be beneficial to physiotherapy students, improving knowledge and attitudes (Colleary et al. 2017) . The university where the participants studied, employs an integrated approach to pain education whereas it is recommended that pain is taught independently from other modules of physiotherapy (International Association for the Study of Pain 2017). This could have led to the pain education received being diluted amongst other knowledge. However, pain education goes beyond university teaching. There should be an interaction between academic and clinical staff to allow better transition between the two areas, and this highlights the need for frequent and comprehensive review of pain education (Jones 2009 ).
Several factors were described that were implicated in the students' practice that influenced person-centred practice. Some of these related to the practicalities of being in a clinical setting; such as time pressures and having to follow protocols and guidelines. There was also the reality of seeing real 'patients'. In some cases, it appeared that the students were unprepared to deal with certain issues. Some 'patients' apparently saw it as the students' job to fix the problem and to do all the work as the individual adopted a 'patient role'. It has been found that people in pain can gain a 'patient identity' and desire a quick resolution from physiotherapy, and some physiotherapists admitted that they struggled to overcome these attitudes (Sanders et al. 2013) . These students seemed to struggle to tackle this issue and motivate these 'patients'. This could make it difficult to form a collaborative relationship and facilitate self-management. Education and providing information to enable self-management was difficult with certain patients. Some students found it difficult to provide lifestyle advice and educate adults older than themselves, and found it difficult to motivate people who were not engaging. Sanders et al. (2013) also found a similar struggle in qualified physiotherapists, finding that they felt they lacked the necessary skills. Another concern was when someone was answering on the 'patient's' behalf (for example, when they were accompanied by a translator, partner or family member), there was a feeling that they were not treating the individual. Nonetheless, involving family members is thought to be an important in providing holistic and person-centred care (Pelzang 2010) . One recommendation could be to provide students greater 'patient' experience and interaction prior to assessed clinical placements. One of the students suggested the possibility of more people who have been seen by physiotherapy attending lectures as guest speakers.
There was unanimous agreement amongst participants that outpatient appointments were not long enough. In a literature review, Pelzang (2010) identified time constraints as a barrier to person-centred care; reporting staff shortages and high demand on practitioners being significant contributing factors. This was also affected by the high demand, meaning 'get patient in, what's the problem, treat the problem, get them out, get the next patient in' (Max). They found it difficult to provide individualised care and build rapport, affecting their ability to be collaborative and holistic. In contrast, some students' experiences in quieter departments or community hospitals, where there was less pressure on waiting lists, felt they could take more time to talk through things and be more holistic. The students were seemingly not used to these kind of time pressures, and being on placement was there first experience of applying their knowledge and skills in these high-pressure situations. The students were optimistic that these aspects of their practice would improve with experience. Once they had improved their assessment and treatment skills and became more efficient, there would be more time to focus on being person-centred. When on placement, the focus was about learning and developing the basics, once that was done they could start to build on other facets of their practice. By moving away from routine practice and gaining clinical expertise, person-centred practice can develop (Petty, Scholes and Ellis 2011) . The students appeared to believe that their development would follow a learning curve; with more time and greater experience, their skills and practice would improve and they can become more person-centred, starting to close the practice-theory gap.
Another element of time relates to the structure and format of clinical placements, as it was felt that the placement duration was not long enough. It did not allow them to see the whole experience of dealing with an individual with persistent pain; they felt they were only able to see a snapshot of their management. The students in this study believed time restrictions meant they struggled to individualise care, be holistic and develop a collaborative relationship as they may have only seen them once or twice. The structure of the course at the university studied, consists of a greater number of shorter length placements compared to fewer placements that last longer. Whilst this allows greater breadth and provides a more diverse learning experience, some students felt they had missed out on learning opportunities and that some learning experiences were unfulfilled.
The other two factors also relate to the placement as a learning and teaching experience: being assessed, and the clinical educator. Getting a good mark on their placement was important to the students and had an ambivalent effect on aspects of their person-centred practice. Some students commented that they might improve their mark by demonstrating, for example, that they individualised the care they provided. However, most said that there was pressure to be efficient, and that over-running sessions might negatively affect their mark. Therefore, they felt that they were not able to 'talk to them about everything else that is impacting other stuff' (Emily). So rather than taking the time to develop a relationship with the individual and get a whole picture, they felt they just had to 'get patient in, what's the problem, treat the problem, get them out, get the next patient in' (Max). Consequently, the motivation of getting a good grade could overcome the motivation to be person-centred. The clinical educator has the power to decide marks and the students described a need to be 'clin-ed centred' (Ken). In one of the participant's experiences, his clinical educator had a negative attitude towards people with persistent pain. Lindquist et al. (2006) found that clinical educators are important role-models to students and can influence how physiotherapy students identify themselves, including whether they see themselves as person-centred. This participant felt he needed to treat people with persistent pain as his clinical educator would, otherwise it might have negative consequences. Clinical educators hold power over the student; by sharing negative attitudes towards persistent pain, the students might develop the same beliefs since they might receive a better grade whilst performing this practice. Therefore, a need to be 'clin-ed centred' overshadows the desire to be person-centred. Clinicians without expertise in pain may not be best placed to develop a student's learning (Jones 2009 ). On the other hand, other students reported clinical educators who were more encouraging of person-centred practice and who had more positive attitudes towards persistent pain, and this could reinforce person-centred behaviours. Physiotherapy education may be too teacher-focused, and moving away from the 'clin-ed centred'-ness described in this study to a more student-centred way of teaching may facilitate personcenteredness (Petty 2009 ).
Limitations
One of the limitations of the study was that the lead researcher (who also moderated the focus groups and analysed the data) was a member of the student group that was being studied. Within the reflexive diary, the researcher identified that bias could arise from this as they would have had their own experiences and would have their own ideas and assumptions. Participants can respond to prejudices by providing information influenced by the researcher that may not reflect the participant's true feelings, and this might affect the credibility of the present study (Litosseliti 2003) . Conversely, the researcher also reflected that having had similar experiences to the participants could have meant that they had a greater understanding of the experiences uncovered. Also, the participants would also be previously acquainted with the researcher, and while on the one hand this may make them more comfortable, it may influence the information they provide (Litosseliti 2003) . All the participants declined the opportunity to provide respondent validation. However an assistant moderator, who had no other affiliation with the study, was present to provide accuracy and triangulation. The assistant moderator did complete field notes about the interactions within the discussion and no comments were made regarding any interaction between any of the participants and the moderator. This study looked at a small number of students (from a single University); and rather than seeking saturation, it fulfilled its aims of exploring and capturing a group of individual students' experiences.
Conclusion
Physiotherapy students struggled to integrate knowledge of person-centred care into their clinical practice on an MSK OPD placement. Despite feeling person-centred care was well taught at university, what they had learnt appeared to be at odds with the realities of clinical practice. A range of factors -seemingly contributing to these students' ability to be personcentred -have been exposed. Pain education was thought to be inadequate, with little emphasis on a person-centred approach and not preparing students to manage the complexities and realities of persistent pain in a clinical setting. University physiotherapy courses should aim to encourage person-centred practice in physiotherapy students as future practitioners. Future research into this topic could further investigate the influences upon physiotherapy students who are learning how to include person-centred care into their practice and how to enable the development of best practice. The exploration of physiotherapy students' perceptions of pain education may help inform how to integrate person-centred care into their practice. Universities could review their curriculum to facilitate a conducive relationship between university-based and practice-based learning, to foster person-centred development. Stemming from the findings, possible areas that could be reviewed are the duration of placements and how clinical placements are assessed. Another area that could be explored is how wellprepared clinical educators are to address the issues raised from the study, and whether there needs to be greater awareness of the struggles facing students when assimilating into a placement setting from university within this context.
